Objective: Objective: Objective: Objective: Over the last few decades, Bangladesh has made significant progress towards achieving targets for the Millennium Development Goals (MDGs) and women empowerment. This study is aimed at identifying the levels and patterns of women empowerment in relation to health seeking behavior in Bangladesh. Material Material Material Materials s s s and and and and m m m methods: ethods: ethods: ethods: We conducted a cross-sectional study among 200 rural married women in Cox's Bazar district in Bangladesh using multi stage sampling technique and face-to-face interview. Data was collected on socio-economic characteristics, proxy indicators for women empowerment in mobility and health seeking behavior related decision making. Bivariate and multivariate regression analyses were performed to identify associations between women empowerment in relation to health seeking behavior on mobility and decision making, controlling the effect of other independent variables. Results: Results: Results: Results: The results showed that only 12% women were empowered to decide on their own about seeking healthcare and 8.5% in healthcare seeking for their children. In multivariate analysis women empowerment in health seeking behavior was higher among age group 25-34 years (OR 1.76, [CI = 0.82-3.21]), women's education, husband's education, age at marriage > 18 years (OR 6.38,) and women's working status (OR 16.44,). Conclusion: Conclusion: Conclusion: Conclusion: Women empowerment enhances their decision-making authority regarding health seeking behavior. Acknowledging and adopting the implications of these findings are essential for an integrated health and development strategy for Bangladesh and achieving the MDGs.
Introduction Introduction Introduction Introduction
In recent years Bangladesh has made significant progress in reducing maternal and child mortality and is on track for achieving the targets of MDG 4 and 5 (1) . At the same time, the country also progressed in terms of women empowerment (2) . Considering its fundamental value in improving women's well-being and overall positive impact on the family (3) , women empowerment is considered as an important and essential public policy goal. It has been argued that economically empowered women can play a more active role in household decision-making and have greater bargaining power to increase spending on education and health (4) . Women empowerment expands the freedom of choice and action to shape women's lives (5) and in the long run not only contributes to individual woman, but to the family, society and the country as a whole. Women empowerment is considered as necessary condition for development, although it is not a sufficient condition (6) . Women empowerment has several dimensional focuses and envisages greater access to knowledge, social and economic resources, and greater participation in economic and political decision making processes (7) . It seeks change in the sexual division of labor, equal access to food, healthcare, education, employment opportunities, ownership of land and other assets and access to the media. Despite the involvement in numerous household and income generating activities women's contribution to the family income is yet to be recognized equally to that of men (Islam) . Evidence shows that women lag behind men in many aspects of development such as educational attainment, employment, social and political power and exposure to the media (8) . Bangladesh ranks 100 out of 128 countries in terms of gender equality as reported by the Global Gender Gap Index 2007 developed by the World Economic Forum (9) .
Evidence shows that women empowerment has a profound influence on the use of health services that could be linked to reproductive health outcomes (10) . A number of studies also suggest that women empowerment could increase contraceptive use (11) (12) (13) (14) . A few studies have examined other dimensions of women's empowerment, including decision making regarding household economy and family size, unhindered mobility within and outside the community, freedom from coercion or violence by the spouse and/or other family members, women's political and legal awareness, and their participation in public protests and political campaigning (15, 16) . However, the relationship between women's empowerment and health is multi-dimensional, and complex. A better understanding and appreciating these complex relationships between women's empowerment and health are critical for developing effective health strategies for a country like Bangladesh. Unfortunately few studies have extensively explored this relationship in context of developing countries. The aim of this study is to identify the levels and differentials in women's empowerment in terms of women's mobility and decision making authority in health seeking behavior in a rural area of Bangladesh. The results will help better understand the relationship between women empowerment and health seeking behavior of rural women in Bangladesh and could be used to design more integrated and effective gender development policies and programs for health.
Materials and methods Materials and methods Materials and methods Materials and methods
Participants and Settings: A cross-sectional study was carried out among 200 married rural women at Cox's Bazar district. Study site covers 8 sub-districts, 3 municipalities, 67 union parishads and 975 villages located in southern Bangladesh on the edge of the Bay of Bengal (www.mycoxsbazar.info). Applying a two-stage sampling technique one sub-district (Sadar Thana or main sub-district) was selected from 8 subdistricts. At the second stage, four villages were randomly selected as the study area. From each village 50 participants were conveniently selected and interviewed. 220 women were approached for the interview with almost 91% response rate.
Data collection: A pre-tested semi-structured questionnaire was used to collect data. Data was collected on socio-economic characteristics of the participants, proxy indicators for women empowerment in mobility and health seeking behaviour related decision making. Eight graduate female interviewers were recruited locally and trained to interview the participants with necessary conceptual and contextual understanding. The interviewers carried out one to one interview at participant's house maintaining proper confidentiality. The interviewers cross checked the questionnaire for missing data and inconsistency after the interview. To provide necessary conceptual and systematic support, two experienced supervisors monitored the interview and cross checked the data regularly.
Ethics: Following the spirit of the Helsinki Declaration written informed consent was obtained from each participant and their right to refuse taking part in the study or withdraw at any point was explained to them. The goals and objectives of the study were fully explained the interviewees. The study was approved by the Ethical Review Board of the Department of Health Economics, University of Dhaka, Bangladesh.
Measurements: The study used women's empowerment as a dependent variable and measured it in terms of women's mobility and decision making authority. Women's mobility consisted of three indicators such as mobility to shop alone, mobility to go to another village alone and mobility to visit the hospital and/or a health centre alone. In the Bangladesh Demographic and Health Survey (8), women's freedom of movement is measured by one indicator -whether women can go to hospital. The responses consisted of three categories (1. goes alone, 2. goes with other and 3. cannot go). In this study, as noted earlier, three indicators were used, each with two categories (1 = yes and 2 = no). The second component of women's empowerment consisted of five indicators such as women's decision making power in own healthcare, decision making power in child healthcare, decision making power in large household purchases, decision making power in choosing daily food items and finally decision making power in visiting a relative's home. Each of the dependent variables had two categories "yes" and "no". To better understand the differentials in women's empowerment in terms of women's mobility and decision making authority, different socio-economic, demographic and cultural factors were used to examine the effect on each of the dependent variables Data analysis: Data was subjected to univariate, bivariate and multivariate analyses as appropriate. At univariate stage, frequency and percentage/proportion were distributed against the participant's independent (socio-economic, demographic, cultural characteristics) and dependent variables (women's mobility and decision making authority) (not shown). At the bivariate stage, logistic regression analyses were carried out for each of the outcome variables (three in women's mobility and three in decision making authority) by each of the independent variables without controlling the effect of other independent variables (presented in Table 1 ). At the last stage, multivariate logistic regression analyses were carried out to better understand the relationship between the dependent and the independent variables. The effect of all the independent variables was observed on each of the dependent variables. However, effect of other independent variables was controlled so that the relationship between the dependent and the independent variables is not confounded. All analyses were performed using SPSS version 16 statistical software (SPSS Corporation, Chicago, IL, USA). Statistical tests were two-sided; P values < 0.05 were considered statistically significant.
Results

Results Results Results
A total of 19% of the participants were aged ≤ 24 years old followed by 30%, 28% and 23% aged 25-34 years, 35-44 years and ≥ 45 years respectively. Almost all the participants (95.0%) had some years of formal education. A total of 52.5% had 1-5 years education while 32.5% and 10% had 6-10 years and > 10 years education respectively. Of the participants 55.5% had some sorts of formal work and 44.5% were housewives. About half (50.5%) of the respondents were Muslims; while 30.5% were Buddhists, 11.5%, Hindus and 7.5% Christians. About one-third (30.5%) women were members of any NGO's. An overwhelming majority of the participants had some years of formal education (93%), were married for ≥ 18 years (81.0%) and 55% of women talked about family planning with their husband. Around one-third of the women (32.0%) enjoyed freedom in shopping alone, 27.5% in going to another village independently and 21% in visiting hospital for treatment alone. However, it is apparent that women had less empowerment in decision making authority than in mobility. Only 12.0% had empowerment in deciding own healthcare seeking, 8.5% in healthcare seeking for their children, 11.5% in spending resources on major household items, 14.5% in choosing daily food items and 7.5% in visiting relative's homes.
The results of bivariate analysis for women's empowerment in mobility and in decision making are presented in Table 1 . Husband's education (1-5 years) had significant odds (OR = 14.244, p < 0.05) for women's empowerment in mobility to shop alone. Interestingly women's empowerment in shopping alone seems to be significantly associated with their empowerment in working, discussing family planning with their husbands, deciding to seek heath care for their children, deciding major Vol. 9 Table  Table Table  Table 1 household purchases and deciding daily food items Besides, women's working status, empowerment in deciding own healthcare seeking, healthcare for children, major household purchase, and visit relative's homes had significant association with women's going to another village alone. Significant association was found between women's empowerment in deciding daily food items and women's age (≥ 45 years), education (1-5 years and 6-10 years), religion, husband's education, working status and discussion with husband about family planning. Regarding women's empowerment in deciding to visit relative's home, significant associations were found with women's education (6-10 years and > 10 years), husband's education (6-10 years and > 10 years) and empowerment in mobility to visit hospital.
The Multivariate regression analysis revealed that there were differences in terms of significant variables, level of significance compared to that of bivariate analysis (Table 2 ). Husband's education was no longer significant with women's empowerment in mobility to shop alone (presented in Table 2 ). Buddhist women were significantly more (OR = 6.496, p < 0.05) likely to shop alone. Women empowered in deciding major household purchases and daily food items were also significantly more likely to be empowered in mobility in shopping alone. Similar to bivariate analysis, Christian women appeared to be more likely (OR = 11.88, p < 0.05) to go to another village alone compared to Muslim. Working women, women empowered with deciding major household purchases, daily food items and deciding to visit relative's home appeared to affect women's empowerment in mobility to go another village significantly. Women's religion (Buddhism), working status, women empowered in deciding major household purchases and daily food items appeared significant with women's mobility in visiting hospital.
After controlling the effect of other independent variables, age group 35-44 years were significantly less likely (OR = 0.01, p < 0.05) to be empowered in deciding about own healthcare seeking. Husband's education (1-5 years), age at marriage and NGO membership also had significant impact on women's decision making about own healthcare seeking. The significant impact on women's empowerment in deciding major household purchases appeared with women's age (25-34 years), education (6-10 years), religion (Christianity and Buddhism), husband's education (> 10 years), NGO membership and women's empowerment in mobility to go another village. For women empowerment in deciding daily food items, the significant impact appeared with women's age (≥ 45 years), education (1-5 years, 6-10 years and > 10 years), religion (Buddhism), husband's education (1-5 years, 6-10 years and > 10 years) and discussion with husband about family planning.
Discussion
Discussion Discussion Discussion
In this study we identified the levels and patterns of women empowerment in relation to health seeking behavior in a rural area of Cox's Bazar district. Approximately one-third participants reported going to shop alone, one-fourth going to another village alone and one-fifth going to hospital alone. The mobility to go to health center in our study is remarkably low compared to national level where 65.8% had mobility in going to health center (8) . A small number of participants in our study reported empowerment in deciding own healthcare, healthcare for children, deciding major household purchasing, deciding daily food items and visiting relative's home respectively. A study conducted by NIPORT in 2007, reported 13.8% women decided own healthcare, 18.7 children's healthcare, 8.5 for major household purchases, 32.6 for daily food items and 12.6% for visiting relative's home (8) . These findings also suggest that women in Cox's Bazar are lagging behind to a greater amount from the other regions in this county in terms of women's mobility and empowerment.
Different socio-economic and cultural factors affect women's mobility and decision making patterns. Women's aged > 24 years were significantly less empowered in deciding own healthcare and visiting relative's home compared to women 35-44 years, in deciding daily food items compared to women ≥ 45 years. An exception was deciding major household purchases which had higher odds compared to women aged ≤ 24 years. It is likely that women ≤ 24 years are women with higher education, higher knowledge on modern goods, more aware of the women's rights due to being later generation and hence more likely to come over many of the cultural barriers and traditional roles of women. On the other hand, women aged > 24 years are more likely to maintain the traditional gender roles between husband and wife and less likely to consider extra familial demands even if it becomes own health matters. The exception may be because in rural areas, major household items are rarely purchased. When a family purchases major household items (furniture, television, etc.), it is likely that it has often long term demand from women. In most of the cases, women with > 24 years of age had less mobility but the result was not statistically significant.
Women's education had significant impact on women's empowerment (deciding child healthcare, purchasing large household items and daily food items) but not on women's mobility. But the findings of this study is inconsistent with other studies where it has been argued that schooling for girls and enrolment rates reduce gender inequality in education (17, 18) . But the less empowerment with schooling in this study may be because of women's lower education may not contribute to the attitudinal as well as behavioral changes among women within the traditional family settings. Almost similarly, husband's education had significant impact only on women's empowerment. Women whose husband's had some years of formal education were less empowered in terms of decision making for child health care, major household purchases and daily food items except higher empowerment in deciding own healthcare seeking. It is likely that rural educated husbands are more self-confidant making them more authoritative than non-educated husbands. Also this may be because of relational construct of empowerment in the sense that women's performance depends on men's response, even being educated, in the family settings and men in power that serves only men's interest.
Religion had significant impact on women's mobility and empowerment. Christian and Buddhist women had greater mobility and empowerment compared to Muslim women. This may be may be more because of fundamental practices of Islam in the region than religion itself. According to (19) 'Purdah' and segregation of sexes in the Muslim society limit women's physical mobility and contacts by making them subordinate of the male members of the family. Consequently, decisions mostly come from male partner of the household. However, the findings also revealed that women affiliated with other religions were less likely to decide to visit relative's home.
This study found that women married at less than 18 years had higher mobility (except mobility in shopping alone) while less empowerment (except decision making authority in daily food items and visiting relative's home). However, statistical significance was found only in empowerment in deciding own healthcare. It is likely that women married at ≥ 18 years are also likely to have better education and have higher likelihood of outgoing behavior due to delayed marriage. However, in traditional society of Bangladesh women are dominated by permeated with patriarchal values especially after marriage. Moreover, in order to exercise control on women, having higher mobility, it is likely that male partner poses extra pressure so that women cannot exercise empowerment in the family setting.
Working women had higher mobility and empowerment, but results were statistically significant only with women's mobility in going to another village and visiting hospitals. Women employment is considered an important determinant of women empowerment (6, 20) . Most probably working women are more competitive while competing roles give women greater excess to extra familiar sources of information and resources with increasing their potential autonomy in family settings.
Despite significant impact of NGO membership on women's own healthcare seeking and purchasing major household items, opposed to the expectation, women involved with NGO had lower mobility and decision making authority to some extent. Studies found that participation in credit programs is positively associated with a woman's level of empowerment defined as a function of her relative physical mobility, economic security, ability to make various purchases on her own, freedom from domination and violence within the family, political and legal awareness, and participation in public protests and political campaigning (21) . NGOs are considered to frame many activities for women empowerment (22) . The reasons behind the lower empowerment in mobility and decision making in our study may be women's double standard when they are within the NGO and when they are at home, women's incapacity to change one's behavior within the patriarchal family settings and lack of encouragement by family members.
Women deciding about major household purchases and daily food items had higher mobility in terms of shopping, going another village alone and visiting hospitals. This finding is, to some extent, consistent with another study that found that women who are more mobile have higher odds of being empowered (23 Women's mobility had significant impact on women empowerment. Women who went alone to another village had significant lower empowerment in terms of deciding child healthcare and large household purchases. The reason for this negative impact may be that women in rural areas are usually brought up with an environment where from the childhood they accustomed to move agricultural field to supply food to the father and to some extent due to moving to another village for education. These findings also may indicate the lower resource of women, and hence lower capacity in decision making.
This study has several limitations. First, this study was carried out on the conveniently selected sample population in one district of Bangladesh and the findings cannot be generalized. Second, only three indicators were used to measure women's mobility and empowerment in decision making. Thus, the findings do no indicate women's overall mobility and empowerment but rather specifically focus on these indicators. Finally, the study participants were only women. Information from both men and women could generate more reliable information on women's mobility and empowerment.
Conclusion
Conclusion Conclusion Conclusion
The finding of this study shows that women empowerment increases their health seeking behavior and should be recognized as a norm and an important component in health systems design. Religious misperception should be removed so that women can move outside the home along with increased participation in working. Media campaign and inclusion of religious leaders at the local level may help to disseminate messages for women rights and empowerment. Measures should be taken to increase education capacities for both men and women and ensure that no woman marry before age 18 years. Women's workforce participation should be increased so that women can be self-dependent financially. Finally, consideration should be given on male participation not only in maternal healthcare service utilization but also in every aspect of conjugal life so that a culture of discussion between husband and wife about the family matters can be ensured.
The implications of these findings are essential for an integrated health and development strategy for Bangladesh for achieving the MDGs.
